
in 28 out of the 34 instances. Shock is not often
met with, but may be severe and fatal. Perito-
neal symptoms rapidly develop, with a tendency in
some cases to be localized in the upper part of the
abdominal cavity and in the right side ; when these
signs show themselves mostly to the right and at
or below the level of the umbilicus, an appendi-
citis is necessarily simulated. When the liver
dulness has disappeared nearly up to the mam-

mary line, air extravasation may be suspected, and
when it is present it will aid in establishing a

diagnosis. This symptom of loss of liver reso-

nance, unless marked, is so often found to be due
to a distended colon, that it should not be much
relied on.
In considering the diagnosis of perforated du-

odenal ulcer as just given, the author feels that
more weight and attention should be given, (1)
to the previous history, which shows, contrary to
the opinions of many anterior observers, that in
the 51 collected cases of operation for the relief
of such conditions, there was a history of gastric
or dyspeptic symptoms given in 25 out of the 34
instances in which this point was noted ; (2) the
fact that the initial or early pain was developed in
26 instances out of 47 in the epigastrium is also
important ; and in the right hypochondrium 13
times. The third actor of value in the diagnosis
as well as the treatment of the symptoms of per-
foration peritonitis, whether from stomach, duo-
denum, gall bladder, appendix or any other part of
the intestinal tract, is the prompt resort to an ex-

ploratory incision. This need of an early deter-
mination of the site of the perforation has been
shown frequently. The mortality in these cases

clearly depended on whether the patient under-
went surgical intervention within twenty-four
hours from the inception of the perforation.
The results in the 51 cases reported bear out

this conclusion. There were 25 cases in which
the lesion was recognized and closed at the time
of operation ; of these 13 underwent operation
after thirty hours' delay, and all resulted fatally ;
12 other patients were operated on within that
time, and 8 survived, giving thus only 33^%
of mortality. The mortality was formerly 60%.
Thus there has been great improvement in the
past five years. Before that time, in 70% of the
cases operated on for duodenal ulcer, it was not
found; it was found and sutured in 25%. In
only 2 cases, or 10% was the possibility of a duo-
denal perforation considered. Contrast this with
the 31 cases operated on since 1895, when the an-

alogous surgery of gastric ulcer began to develop.
Of these 31 cases the perforation was not found
in only 11%. It was found and sutured in 26
cases, or 65%. Its presence was considered in
diagnosis in 11 cases, or 35%.

(To be continued.)

A Diminutive Mother.—Mrs. John Petty, who
recently died at Yaphank, Long Island, N. Y., at
the age of thirty-seven, was the mother of twelve
children, although only two and one-half feet in
height.

Reports of Societies.
SUFFOLK DISTRICT MEDICAL SOCIETY.

SECTION FOR CLINICAL MEDICINE,
PATHOLOGY AND HYGIENE.

HENRY F. HEWES, M.D., SECRETARY.

Regular meeting Wednesday, February 20,
1901, Dr. V. Y. Bowditch in the chair.
Dr. C. F. Withington read a paper entitled

experience with the widal reaction in
typhoid fever.1

Dr. Geo. B. Shattuck presented a paper on
THE WIDAL REACTION IN TYPHOID FEVER.2
Dr. Mason : I am impressed every week with

the value of this test, certainly in hospital prac-
tice. I have here two charts which Dr. Thayer
has prepared, showing the same fact that Dr.
Withington and Dr. Shattuck have dwelt upon,
that in exceptional cases a great number of tests
fail to show the reaction. In one recent case

many tests were made with no positive result, and
the symptoms, which are marked on the chart,
correspond with those of typhoid, as did the ap-
pearance of the patient and the course of the dis-
ease. I think one of these cases was mentioned
by Dr. Withington, a patient who had venous

thrombosis, but the other one is quite recent and
not included in his series. Absence of rose spots,
I see, is noted in both these cases, but rose spots
may escape notice, as in a good many cases they
are few in number, and such a negative statement
is of no great importance in regard to the diagno-
sis. In one instance I remember a patient who
went through a long typhoid and had no Widal
reaction during the primary attack, but during a

relapse the reaction was present. Perhaps that
may be not uncommon, but I did not observe
whether Dr. Withington mentioned it, whether
the Widal test may be positive during relapse in
any considerable number of cases in which it has
not appeared in the primary attack.
Du. J. L. Morse : A few months ago I had

to look up the serum reaction in infancy, and at
that time found out a few points which to me, at
any rate, were rather new. In the first place, the
serum reaction evidently occurs in infantile as in
adult typhoid andunder the same conditions. There
seems to be no data with regard to the serum re-
action in fetal typhoid, because if the child is born
without the reaction it is not certain that it has
not had typhoid ; on the other hand, if the child
is born dead with the reaction it is impossible to
tell whether the reaction is the result of typhoid
in the fetus or has been transmitted from the
mother. In children born alive and well of wo-
men with typhoid or convalescent from typhoid
the serum reaction may or may not be present.
If the serum reaction is present it is probably due
to transmission from the mother through the pla-
centa and not to fetal typhoid, because as far as

1 See page 442 of the Journal.
2 See page 443 of the Journal.
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we know typhoid in fetal life is always fatal. The
strength of the serum reaction in the infant is
always less than that in the mother. This weak-
ness is probably due to its transmission through
the placenta, the placenta acting as a filter. The
transmission of the agglutinating power appar-
ently depends on two factors : the strength of the
agglutinating power in the maternal blood and the
length of exposure. This has been determined by
experiments on animals. Nursing mothers with
typhoid at times present the serum reaction in the
milk, at other times they do not. The strength of
the serum reaction in the milk is always less than
that in the maternal blood, and that in the child's
blood is always less than that in the milk. It
has been found that this serum reaction may
appear within twenty-four hours after beginning
to take the milk, and never lasted more than a
week after ceasing to take the milk. If the child
takes the milk again it reappears in twenty-four
hours or so. The reason that the strength of
the reaction in the milk is less than that in the
mother's blood is due, (1) to the resistance met
in traversing the mammary gland and (2) to
some unknown condition of the child's digestive
tract.
Dr. Mason : In the absence of this test some-

times the diazo urinary reaction is of value.
Although not a positive test of typhoid, it is con-

firmatory.
Dr. Withington : In some of the cases of jaun-dice without apparent typhoid, it is possible that

the patient has had typhoid fever and an infec-
tion of the gall bladder with the typhoid bacillus
which is a recognized fact in typhoid fever, and,
unless there was positive evidence from the au-

topsy that the patient did not have typhoid fever,
it would be certainly a possible supposition to
make that the individual might have had typhoidfever with gall bladder infection which producedthe jaundice, and, so far as the clinical history
was concerned, produced nothing else but the
jaundice.
Dr. Charles Harrington read a paper en-

titled :

some reported cases of typhoid fever at-
tributed to contaminated oysters, with
certain facts concerning this means of in-
fection.3

Dr. Barnes : I was very glad to listen to the
paper of Dr. Harrington, because last year or the
year before, a paper was read before the Ameri-
can Public Health Association by a gentleman
from Baltimore, rather discrediting the possibilityof contaminating oysters by sewage of that city,and after I read the paper, I received a report ofthe sewage commission of Baltimore, recommend-
ing the discharge of Baltimore sewage into the
Chesapeake. The question was debated as to
the possibility of contaminating the oyster beds,
the contention being that the proposed point of
sewage discharge was too remote to cause any in-
jury to the beds. As a matter of precaution, how-

ever, a law prohibiting the taking of oysters within
a radius of 4 miles of the out-fall was suggested.
With an enormous volume of sewage and a very
slight tidal flow, it seems to me doubtful if the
proposed law would insure the safety of the plan
proposed, and that the largest source of oyster
supply of the United States may be very seriously
injured from suspicion merely of the origin of a
case of typhoid. It is therefore to be hoped Dr.
Harrington's paper may be brought to the notice
of citizens of Baltimore. In the report there was
an alternate plan for tha soil treatment of the
sewage of the city, which, from European experi-
ence and the success which has attended this
method of disposal in sixteen cities and towns of
Massachusetts, ample assurance is given of free-
dom from objectionable features when this treat-
ment is employed.
Dr. Mason : I have been very much interested

in Dr. Harrington's paper, and am somewhat fa-
miliar with the literature of the subject through
the Connecticut Board of Health and the Local
Government Reports. This has become a practi-
cal question, both to the oyster dealer and to the
general public. I must confess that I have not
yet reached the point where I can advise persons
who ask me with regard to it to abstain from the
use of raw oysters. I do not believe there is so
much danger as the public may infer from a few
isolated epidemics ; therefore, in my opinion phy-
sicians should be somewhat cautious in adding to
any nervousness that may already exist. The raw

oyster has almost disappeared from the dinner
table. A lady said to me the other day that she
had eaten oysters three weeks before, and wanted
to know if she was out of danger. I told her I
thought the time was up.
Dr. E. N. Whittier read a paper entitled
means of infection in typhoid fever.4

Dr. Richardson : It might be interesting for
me to say a few words about the possibilities of
the Marion contamination. The beach where the
suspected oysters lay is on the western side of
a small area of water partly enclosed by two
wharves, one of which is my own. The tide has
free access to this little bay, which is not more
than a hundred yards in diameter. On the other
side of my wharf is a sandy beach where I kept
oysters all through the month of September.My family used these oysters at nearly every
meal during the month of September, and no
one suffered in consequence. I have little
doubt, however, that all the water in that part
of Marion was sufficiently contaminated with
sewage to make the oysters dangerous as an
article of food.
Dr. Calvin G. Page read a paper on

early diagnosis of typhoid fever by isola-
tion of bacillus typhosis from stools ; con-
clusions of dr. l. remy, based on the use
OF HIS asparagin-lactose-carbol gelatine.6

3 See page 439 of the Journal.
4 See page 444 of the Journal.
5 See page 445 of the Journal.
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